patient complained bitterly of insomnia and believed that it was his only problem. In presenting this case, we hoped there would be discussion about diagnosis, the place of benzodiazepines in this patient's treatment (which had been problematic), and that alternative treatment strategies might be suggested.
The conference lasted 55 minutes.
Presentation of case by Dr Newton
The patient Mr X, a 72-year-old retired police sergeant, had been attending the Psychiatric Day Hospital at the Royal Victoria Hospital, Edinburgh, each week since 1982. Over this time his main complaints had been insomnia, anxiety, and low mood. He lived with his wife in his own house, was a non smoker and took alcohol only occasionally. He had no outside social activities, and oomplained of having no energy to attempt any jobs around the house. His pre-morbid personality was described as serious-minded, tending to pessimism.
He complained of:
(a) absolute insomnia for nine weeks, associated with low mood, drowsiness during the day and a feeling of lack of energy (b) feelingsof his right foot â€oe¿ beatingâ€• all day and nightat times he said this was the only sensation he had ever had; however, he also described a stretching sensation in his right leg, beginning a few minutes after going to bed.
Family history
His father, a retired depot foreman, died at the age of 84 years of a cerebrovascular accident. The patient had a good relationship with his father, but had been closer to his mother, who died at the age of 54 of a myocardial infarction. He described his mother as a â€oe¿ worrierâ€• . She had a history of recurrent depressive illness, for which she was treated at Rosslynlee Hospital as an in-patient. The patient identified strongly with her history of psychiatric illness.
He had a sister, two years younger, with whom he got on well, and who also complained of insomnia. She was single and had a history of depressive illness, treated at the Royal Edinburgh Hospital. The patient also had a brother ten years younger, with whom he had little contact, but claimed they got on well. The brother's son had recently died and the brother was then treated for a depressive illness, but had no previous psychiatric history. The patient also had a maternal uncle, who had received treatment in
Craighouse Psychiatric Hospital for depression.
Personal history
Mr X was born in 1915, near Biggar. He had a normal birth and a happy childhood, and several friends. He frequently walked in his sleep. He went to school between the ages of 5 and 15 years, changing school aged 13 years after a family move. He was average academically, but enjoyed neither work nor sports.
He knew his wife for five years before their marriage in 1942. Their marriage has always been difficult, she being a somewhat extroverted person who enjoyed socialising.
For most of his working life they led separate lives. In 1958, Mr X attacked his wife and was charged with attempted murder. This charge was dropped, although his wife still believed that he meant to kill her. This attack precipitated his first contact with the psychiatric services (see below).
It appeared that the couple's sexual life had always been unsatisfactory; his wife claimed that their marriage was not consummated, although earlier histories do suggest that initially they did make love. Any sexual activity stopped in 1958.They now slept in separate rooms. They had no children because, Mr X suggested, they felt their financial situation did not allow it.
Mrs X had extramarital affairs, with Mr X's knowledge. A 72-year-old man with a 30-year complaint of intractable insomnia had a positive family history of depression. He first came to psychiatric attention in 1958, after attacking his wife. He was prescribed barbiturates, and later was given meprobamate and nitrazepam, but with no effect on his complaint. The patient tended to increase the dosage of any drug given, of his own accord. EEGsleep recording confirmed the diagnosis of nocturnal myoclonus. It was hoped that at the case conference further treatment stratagems would be suggested.
about her husband, and frequently telephoned or came to the day hospital to talk about him.
Occupational history
Mr X worked for seven years as a council labourer. He did not enjoy this and felt he was not using his abilities fully.
He spent one year as a van driver and then seven years as a quarry blaster, and was then exempt from call-up during the war. In all his placements he had a good relationship with his workmates. In 1945 he joined the police force, until retirement in 1980; he did not find the job satisfying, but was pleased when he was promoted. He worked shifts but did not object to the antisocial hours.
Medical history
The only relevant past medical history is that Mr X had a motorbike accident when aged 16years, and was admitted to the Royal Infirmary of Edinburgh. He was treated for post-traumatic amnesia for three days.
Psychiatric history
In 1958 Mr X began to sleep badly, with low mood and irritability. While out in the garden one day, his wife was nagging him and he hit her, causing her to fall over. This had never happened previously, and she was terrified. A charge of attempted murder was dropped, but it was recommended that he see a psychiatrist. A diagnosis of depressive illness was made, and he was treated with ECT, making a good recovery. He was discharged on barbiturate medication for his poor sleep. In 1964 he had recurrence of depressive illness and was treated at the Royal Edinburgh Hospital as an out-patient with ECT (for which no notes are available). On this occasionhismood improved,but he continuedto complain of poor sleep.
In 1978he was treated for a further relapse of depressive illness as an out-patient. This time he was placed on amitriptyline, but again his complaint of insomnia continued. He was referred to the Royal Victoria Hospital Psychogeriatric Department in 1981 with complaints of depression and insomnia. At that time he was taking meprobamate (400 mg nocte) and amitriptyline (25 mg nocte). He was seen by a psychologist, who felt that he would be best treated by being encouraged to find new interests in his retirement and encouraged to undertake graded activity. Initially, he responded well to this.
He was re-referred in 1982with complaints of poor sleep and â€oe¿ churningâ€• in the stomach. Nitrazepam (10 mg) had then been substituted for amitriptyline. A diagnosis of agitated depression was made and he was treated with doxepin (75 mg daily). In addition he complained of forgetfulness and it was felt that he may have had an early dementia. Treatment at the day hospital improved his mood, but his complaints of insomnia persisted. Continued attendance at the day hospital was recommended but attempts to withdraw him from meprobamate (800 mg) and nitrazepam failed.
In 1984 his wife noted that his ability to cross the road was poor and that he had poor self-care. She blamed this on his medication, which was then amitriptyline (150 In September 1986he was admitted to the Royal Victoria Hospital with complaints oflow mood, agitation, insomnia and an uncomfortable stretching sensation in his legs associated with a feeling that when sitting, his feet were gripping the carpet. It became apparent that his insomnia worried his wife as she feared he might strangle her in her sleep, and she felt that she could only sleep safely when he was asleep. All attempts to arrange marital counselling had failed. Initially a diagnosis of anxiety state, secondary to tranquilliser withdrawal was made and he was started on a trial of chlorpromazine. His mood became much lower and he insisted that he could be helped only by ECT. After a month's trial of trimipramine (150 mg), ECT was commenced, and after five treatments his mood, sleep, and the stretching sensation in his legs had improved. Before discharge in November 1986 he was noted to have developed a right foot drop due to peroneal nerve damage secondary to pressure effects. This gradually resolved. Discharge medication was trazodone (100 mg nocte). Two weeks later he was again complaining of insomnia and he had increased his trazodone to 300mg nocte. He again requested a further course of ECT.
In January 1987mianserin was substituted for tradozone and pericyazine also started. He increased this to mianserin (180mg nocte), and continued to self-medicate with some left-over trimipramine. At that time he was also taking pericyazine(lO mg daily). After a short respite in July 1987, he continued to oomplain bitterly of insomnia and stretching sensations in his legs, but nursing staff noted that he did sleep all night. In September 1987 all medication was stopped, with initial improvement in his symptoms.
However, all these symptoms had now returned.
Mental state examination
Mr X wasa neat, tidilydressedman withgoodeyecontact, who tended to become slightly agitated when discussing his insomnia. His speech was normal in tempo and form, but the content centred around his insomnia. He had reduced emotional reactivity, but no subjective complaints of low mood. He had no delusions, hallucinations, experiences of depersonalisation, or obsessional phenomena, and was fully orientated in time, place, and person. He had good concentration and attention, and a good knowledge of current affairs, but made three mistakes on recalling a name and address with six parts after two minutes, and four after five minutes, and had difficulty in remembering sequences of events and dates in his personal life. He believedthat his illness was inherited from his mother and that the insomnia was caused by working shifts. He strongly believed that a sleeping tablet would cure him.
Physical examination
On physical examination, no abnormalities were detected and laboratory results were all normal. Mr X attended one day a weekusing public transport.
At that time he was attending a local day centre for a woodwork class which he did not care for and which he later stopped.
His appearance was of a well built, healthy looking man, weighing 90 kg. His dress was smart but casual. His day hospital attendance has been very regular, although home reports of his staying in bed all day or never getting dressed were passed to us by his wife. She added that he had very little conversation with her.
He was not a mixer at the day hospital and currently he attended one day per week. He refused to attend group work. He sat looking withdrawn, occasionally nodding off to sleep. Sleep hygiene has been a repeated topic of discussion but to no avail. During the present time of investigation, Mr X was showing some hope that a treatment wasavailableto cure his insomnia.This was his usual response to a change in treatment. At a later date he became friendly with a young female arts graduate, who was working as an auxiliary. He would call her at the art firm where she was later employed. Mr X would regularly ask to see the doctor as â€oe¿ the tablets were not workingâ€•. He complained of depression and of being unable to sleep. He would frequently insist that this was a hangover from his shift work. His drug compliance was irregular and the fact of his taking extra tablets was noted. His arrival and departure times from the day hospital never varied.
During 1983he took part in group work, whichlooked at feelings and the sharing of treasured possessions. His verbal interaction was low. However, he did bring small family antiques to the meetings in common with the other group members.
His wife reported his memory loss. She asked for the ambulance service to bring her husband for day care in case he lost his way using the buses, but he refused to comply.
On return to day care in November 1986 he exhibited some change. He had lost 10 kg and was less motivated.
He used the ambulance service and attendance days were increased to three per week. However, he refused to continue with this, saying he did not have the energy to attend so often.
Both Mr X and his wife have made demands on the team.
At timesshearrivedwithoutan appointmentand expected immediate and effective action.
A written contract was drawn up which was signed on 12 June 1987.Mr X had:
(a) to realise that the doctor had 49 other day-care cases and he was to consider carefully before asking to see medical staff (b) to understand that unit medical staff were not to be contacted, except on scheduled days of attendance (c) to agree to comply with treatment for the specified time (d) to agree not to adjust doses of tablets (e) to go outside at least once a day (0 to take and collect his own prescriptions from the chemist and not ask his wife to do this. This plan was not successful.
Since DRMCINNES: There is no objective evidence of him having myclonus at restwhen awake.
There was then some discussion about the association between nocturnal myoclonus and restless legs. Dr Shapiro produced a slide which showed that restless legs were often associated with nocturnal myoclonus (Table I) .
PROF. OSWALD:
What are we going to do with this chap? Dr Stewart will not give him the drug he so desires.
DR GASKELL(senior registrar): It is an impossible problem.
The major problem is their relationship, and you cannot treat the insomnia without treating the relationship. had to find alternative funds from people with insomnia and money. They would pay for such diagnosis made, with the more electrodes sticking into them the better. [Oswald (1981) ] But Kales at Hershey (1982) studied 200 insomniacs and controls, and discovered that the two groups had the same incidence of nocturnal myoclonus. These people often have bitter complaints of not sleeping, even though they do sleep, and treatment will probably not change that.
Conclusions
The discussion ended without any firm conclusions being drawn. The following diagnoses were made: (a) restless legs syndrome; (b) nocturnal myoclonus;
(c) drug dependency; (d) early dementia. Current active problems were considered to be: (a) insomnia;
(b) lack of volition and energy; (c) lack of social activities; (d) susceptibility to toxic drugs and side effects of psychotropic drugs; (e) marital problems. It was felt that there was no agreement at the conference on whether benzodiazepines should be used in this case. The presenting team felt that this man represented a high risk for abuse and dependency on such medication, and we feltthat any treatment should be non-addictive and relatively non-toxic.
Many drugs have been suggested as useful in the treatment of restless legs syndrome, clonazepam (Oshtory & Vijayan, (1980) , carbamazepine (Telstad et al, 1984) , propranolol in patients who have received neuroleptics (Lipinski eta!, 1983) , 5-hydroxy tryptophan (Billiard et al, 1978) , and opiates (Trzepacz et al, 1984) . As a result of the case conference it was decided that L-tryptophan was the most appropriate drug for Mr X, and he was commenced on 2 g nocte with the intention of increasing this over a month to a maximum of 6 g nocte, and to evaluate the response after a one-month trial.
Theoretical note
It is interesting that the patient's sister also complained of insomnia and sensations in her legs in the evenings. Several authors have suggested that familial restless legs (see Parkes, 1985) may be transmitted through an autosomal dominant gene. Onset in such familial cases is usually in the second decade of life. Weschler et a! (1986) suggested that abnormal blink reflexes may occur in all patients with periodic leg movement in sleep. Although this patient had confirmed periodic leg movement in sleep, blink reflexes were normal.
